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Abstract 
Malnutrition is a significant clinical and public health problem. The prevalence of 
malnutrition was determined in a sample of older people living in two residential aged 
care facilities in Australia. The Subjective Global Assessment tool was used to 
determine the prevalence of malnutrition in 57 residents. The majority of residents were 
well nourished (67%), 26% moderately malnourished, and 7% severely malnourished. 
Prevalence of malnutrition was higher for those receiving high level care (42%), but this 
was not statistically significant (p = 0.437). No relationship was found between 
malnutrition status and age (p = 0.529) or gender (p = 0.839). 
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Introduction 
The proportion of Australians over the age of 65 years is increasing, and this is expected 
to continue as a result of sustained low fertility and increasing life expectancy.1 Older 
adults are the largest group of nutritionally vulnerable people in Australia.2 They are at 
risk of malnutrition due to factors associated with ageing, such as a reduction in skeletal 
muscle mass and body weight,3 as well as other possible limitations, including difficulty 
swallowing,4 reduced appetite,5 inadequate nutritional intake,6 depression,7 and 
dementia.7 Studies have shown that malnourished older adults have poor physical 
function and delayed recovery from illness,8,9 increased risk of osteoporosis,10 and also 
have an increased incidence of falls,8 hip fractures,11 and pressure ulcers.12 
Malnutrition has been defined by the American Society for Parenteral and Enteral 
Nutrition (A.S.P.E.N.) as cited in Mueller et al13 as, “an acute, subacute or chronic state 
of nutrition, in which varying degrees of overnutrition or undernutrition with or without 
inflammatory activity have led to a change in body composition and diminished 
function”. For the purpose of this paper, the term malnutrition will refer to protein-
energy undernutrition. 
There is currently limited data on malnutrition in older adults living in residential care 
facilities. Current Australian data reports that up to 50% of elderly individuals living in 
long term residential care facilities are malnourished.14,15 In an international review, 
Stratton et al16 also found that over half of all residents were malnourished. 
The Subjective Global Assessment (SGA)17,18 is a validated nutrition assessment tool 
for detecting malnutrition in the residential aged care setting.19 It determines nutritional 
status based upon a medical assessment and physical examination and provides an 
overall global assessment of well nourished, moderately malnourished, or severely 
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malnourished. The SGA has a high degree of inter-rater reliability (with assessor 
agreement of 80-90% and a kappa value of 0.75-0.78).12,17 
The aim of this study was to determine the prevalence of malnutrition in two residential 
aged care facilities to provide a baseline for effective monitoring and outcome measures 
which will result in improved healthcare utilisation and cost outcomes. 
Methods 
The study was an observational study designed to identify the prevalence of 
malnutrition, conducted in two residential aged care facilities, catering for high and low 
care residents. Participant recruitment was on a voluntary basis. Prior to data collection 
all participants received a copy of an information sheet and consent form. People with 
intellectual or mental impairment and those highly dependent on medical care were 
excluded because they were unlikely to fully comprehend the requirements of the study 
and be able to give informed consent. If a participant was identified as malnourished 
then information was provided to the participant on how to access dietetic services 
within their aged care residence. 
Nutritional status of subjects was assessed using the Subjective Global Assessment 
(SGA).17, 18 The percentages of well-nourished, moderately and severely malnourished 
subjects were determined for each site. Standardised training in performing SGA was 
conducted for dietitians involved in the data collection. 
As this was a point prevalence study, data collection took place on a single day for each 
site in September and October, 2011. All eligible residents were invited to participate. 
Data was entered into SPSS Version 19.0 software (2010, SPSS inc., Chicago, IL USA).  
Sample characteristics were reported as frequencies, means and standard deviations. 
Association between gender and continuous variables were assessed using the 
 
 
 
 
4
independent t-test.  Associations between continuous variables and malnutrition 
prevalence were assessed using the One-Way ANOVA test.  Associations between non 
continuous variables were assessed using the Chi-squared test. A p-value of less than 
0.05 was considered to be statistically significant. 
The research was approved by the [removed for blind peer review] Human Research 
Ethics Committee, protocol approval number HREC 11 97. Informed consent to 
participate in the study was obtained from all participants. 
Results 
At the time of data collection, Site 1 had 60 high level care beds and 40 low level care 
beds, and Site 2 had 55 high level care beds, 35 low level care beds and 35 retirement 
living villas available. At Site 2, only those within low level care participated due to 
time constraints. Both sites have access to regular dietetic services. Fifty seven residents 
participated in the study across the two sites (37 from site 1 and 20 from site 2). Of the 
44 residents approached to participate from site 1, 37 participated and 7 declined, giving 
a response rate of 92.5%. Of the 34 residents approached to participate from site 2, 20 
participated, 3 declined and 11 residents were either away from their room at the time of 
data collection or deemed unfit for participation, giving a response rate of 58.8%. 
Overall, the response rate was 73.1%. 
Across the two sites 19 participants (33%) were ‘high care’ and 38 were ‘low care’, 
with 65% of all participants being female. The baseline characteristics of our sample of 
37 female and 20 male residents are summarised in Table 1. The age range of the 57 
residents was 59 – 100 years (mean age 84.4 ± 8.5 years).  No significant differences 
were observed between genders with relation to site and level of care. The mean 
difference between age and gender was not significant at the 95% confidence level (p = 
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0.091). The mean weight for females was 61.4 ± 15.0kg, and for males 80.81 ± 14.4kg. 
Weight values were higher among males (p < 0.001). 
The characteristics of the sample according to malnutrition status were assessed 
according to the Subjective Global Assessment (SGA) tool as shown in Table 2. Thirty-
three percent of residents were identified as malnourished (26% moderately 
malnourished and 7 % severely malnourished) and 67% as well nourished. Although the 
prevalence of malnutrition was higher for residents receiving high level care (42%) 
there was no statistically significant difference in the prevalence of malnutrition 
between the sites (p = 0.839) or between high and low level care (p = 0.437). No 
relationship was found between malnutrition status and age (p = 0.529) or gender (p 
=0.839). The mean difference between weight and malnutrition status was not 
significant at the 95% confidence level (p = 0.086). 
Discussion 
In this observational study, we found the prevalence of malnutrition to be 33% amongst 
the aged care residents, which is lower than other recently conducted studies in 
Australia.14,15 The prevalence of malnutrition in residents at both sites was similar. 
Previous Australian studies have found malnutrition to be prevalent in up to 50% of 
aged care residents.14,15 The prevalence of malnutrition although higher for residents 
receiving high level care (42%) was not statistically significant different when 
compared to residents in low level care.  
As both of these residential aged care facilities currently receive regular attendance by a 
dietitian, conducting the same study at other sites across Australia could provide a 
different picture of the prevalence of malnutrition in aged care facilities in Australia. It 
is possible that other facilities may not have the same access to dietetic intervention or 
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the same level of staff awareness of malnutrition and the importance of referring 
residents to a dietitian. 
The profile of an aged care facility resident is most likely to be a female over the age of 
80.20 We also found that residents were more likely to be female (65%) with a mean age 
of 81.8 ± 10.5 years. The association between the prevalence of malnutrition and age 
was not significant. This is contrary to research that has shown that the prevalence of 
malnutrition is associated with an increased age.14,15 However, this may be due to our 
small sample size, a limitation of this study. Only 57 participants participated across 
two residential aged care facilities. Also, as the study took place at only two sites, and 
the recruitment process was voluntary, it is likely that the sample was not representative 
of the population of individuals living in residential aged care facilities in Australia.  
There was also no significant association between malnutrition and gender (p = 0.839) 
in this study. This is not consistent with previous research by Banks et al14 who found 
that males were more likely to be malnourished in residential aged care facilities. This 
may be a result of our small sample size, with only 20 males participating in the study.   
This study excluded people with dementia who are a high risk group for 
malnutrition.15,21 Including residents with dementia would require informed consent 
from family members and would require a family member or carer to be interviewed to 
get reliable data on elements of the SGA. Therefore obtaining ethical approval would be 
more difficult. However, these residents may have a higher prevalence of malnutrition 
and their inclusion would provide a more accurate picture of malnutrition in aged care 
facilities in Australia. 
The prevalence of malnutrition found in this study (33%) is lower than data reported in 
recent Australian and International studies for residential aged care. Further research is 
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required to determine the overall prevalence of malnutrition in aged care facilities in 
Australia. Greater numbers of participants are required to ensure the validity of the 
results and generalizability of findings. Carers of residents with dementia may be able 
to assist in the provision of information so that this demographic can be included in 
future research. It would also be useful to collect data from facilities with limited access 
to dietetic services as this would provide an insight into the effectiveness of dietetic 
intervention in this population.  
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